
 

MEDICAL RELEASE FORM 

Please complete all sections of this HIPAA-compliant Medical Release Form. If any sections are left 

blank, this form will be invalid, and it will not be possible for your health information to be shared 

as requested. 

Section I 

I, ______________________________________________________, give my permission for 

______________________________________________________ to share information listed in Section Il of 

this document with the person(s) or organization(s) I have specified in Section III of this 

document. 

Section II - Health Information 

I would like to give the above healthcare organization permission to (check as appropriate): 

​ Disclose my complete counseling and health record, including but not limited to diagnoses, 

treatment notes, treatment plans, assessments, and billing records. 

​ Disclose my complete counseling and health record except for the following information 

(check all that apply): 

​ Mental health notes, excluding psychotherapy notes. 

​ Mental health psychotherapy notes (as defined by HIPAA). 

​ Alcohol and/or substance use treatment records. 

​ Communicable diseases (including, but not limited to, HIV/AIDS). 

​ Other (please specify):  

 

 

 

Form of disclosure: 



​ Electronic copy or access via a web-based portal 

​ Hard copy 

Section III - Reason for Disclosure 

Please detail the reasons why information is being shared. If you are initiating the request to share 

information and do not wish to list the reasons for sharing, write “at my request.” 

 

 

 

 

 

 

 

 

 

 

 

 


